The hypothesis of the present study is that axillofemoral bypass grafting for acute vascular occlusion has results significantly inferior to an elective procedure. We reviewed 53 patients undergoing primary axiUofemoral bypass grafting at the University of Virginia from 1984 to 1989. We found that patients who were admitted with acute vascular occlusion had a higher incidence ofperioperative complications (63% vs 26%,p = 0.001), perioperative mortality (26% vs 3%, p < 0.05), lower graft patency at 1 year (60% vs 90%, p < 0.05), lower rate of freedom from reoperation in first year (50% vs 82%,p < 0.01), and lower rates of limb salvage (76% vs 94%,p < 0.05)than patients undergoing axillofemoral bypass grafting for chronic symptoms or conditions. These two groups did not differ in any of the other risk factors or perioperative characteristics examined. We conclude axillofemoral bypass grafting performed for indications other than acute vascular occlusion is associated with acceptable morbidity, mortality, graft patency, and limb salvage rates. (I VAse SuRG 1991;14:190-4.) Axillofemoral bypass grafting has been considered a procedure of second choice for aortoiliac occlusive disease and has been reserved by many surgeons for patients who are considered poor operative candidates or for those who have undergone intraabdominal bypass procedures that have become infected. Since the original description of axillofemoral bypass grafting in 1963 by Blaisdell and HalP and the report of axillobifemoral bypass grafting by Sauvage and Wood in 1966, 2 this procedure has undergone many modifications to improve patency, s However, the reliability of these grafts has remained questionable. 4 Although a few authors have encouraged broader application of axillofemoral bypass grafting, s-7 one of the reasons that many surgeons avoid axillofemoral bypass grafting is that there is a perception that patency rates continue to compare poorly with anatomic (intraabdominal) reconstruction. 4 Since the group receiving axillofemoral bypass grafts is not entirely homogeneous, we reviewed our experience with this procedure in an attempt to define a subgroup or groups with less
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METHODS
We reviewed the records retrospectively of 53 consecutive patients who had undergone axillofemoral (13) or axillobifemoral (40) bypass grafting from May 1984 to June 1989 at the University of Virginia. All patients had severe claudication, rest pain, or tissue loss. Long-term follow-up was 95% complete. Grafts were considered occluded when no pulse was palpable or when there were pulse volume recordings or radiologic findings that documented occlusion. Limb salvage for the purpose of this study was defined as a lower extremity that did not require an amputation above the metatarsals. Any extremity requiring a more extensive amputation was considered a lost limb. Demographic information such as age and sex of patients was determined for the patients under review (Table I) .
The following risk factors were examined for these patients: diabetes, tobacco use, hypertension, hyperlipidemia, cardiac disease, carotid disease, renal status, and pulmonary status. These risk factors were graded in severity with 1 defined as mild, 2 as moderate, and 3 as severe 8 (Table II) . We also reviewed the following aspects of the patient's preoperative vascular status: relative run-offvalues of the distal vascular bed, urgency of presentation, and history of previous vasctflar reconstruction. Runoff was graded by the degree of outflow resistance with a grade of i assigned to a widely patent runoff vessel and 10 assigned to an isolated, blind vascular segment a (Table III) . The presentation 'was considered acute if ischemic symptoms had appeared within 24 hours of the operation and had compelled an urgent operation. The characteristics of the patients' operative histories were also reviewed including whether the graft was unilateral or bilateral, the site of distal anastomosis, the type of anesthesia used, and operative mortality rate. Complications including systemic complications, local wound complications, and vascular complications were reviewed (Table IV) . Finally, the follow-up information gathered included primary graft patency (Fig. 1) , limb salvage (Fig. 2) , reoperation (Fig. 3) , and patient survival ( Fig. 4) .
Surgical technique
A general anesthetic was used in all cases except one in which local anesthetics and intravenous sedation were used. The pectoralis major was exposed by use of an infraclavicular incision and was split in the direction of the muscle fibers to allow visualization of the smaller pectoral muscle tendon. This tendon was then either transected or retracted laterally to provide access to the axillary artery. Groin incisions were used to expose the femoral vessels. A tunnel was then created between the chest incision and the groin incision. The runnel passed under the greater pectoral muscle and just posterior to the anterior axillary line. A counterincision was used over the lower ribs. If a bilateral axillofemoral graft was to be placed, a suprapubic subcutaneous tunnel was created between the two groin incisions. All patients then received systemic heparin before the arterial anastomoses were perfbrmed. All bypasses were placed by use of 8 or 10 mm polytetrafluoroethylene grafts (PTFE; W. L. Gore & Associates, Inc., Elkton, Md.). The proximal anastomosis was then performed end to side between the graft and the axillary artery. The distal anastomoses were performed to the common femoral artery in 37 patients, to the superficial femoral artery in three patients, and to the deep femoral artery in five patients. A profundaplasty was also performed in eight patients. The femoralfemoral component of file graft was then performed if a bilateral graft was required. An end-to-side anastomosis was completed between the femoralfemoral graft and the previously placed axillofemoral graft. Once this anastomosis was completed and tested, the distal anastomosis between the femoralfemoral graft and the native femoral vessels was carried out. As soon as adequate hemostasis was assured all incisions were closed.
Statistical analysis
The standards suggested by the Ad Hoc Commitree on Reporting Standards of the Society for Vascular Surgery and the International Society for 
RESULTS
Acute vascular occlusion had a significant negative impact on the outcome in patients undergoing axillofemoral bypass grafting. When compared to operations performed for chronic conditions including ischemia or graft infection, patients operated on for acute vascular occlusion had a higher incidence of operative death (26% vs 3%, p -< 0.05) (Table IV) , perioperative complications (63% vs 26%, p = 0.001) (Table IV) , lower graft patency rate at 1 year (60% vs 90%,p < 0.05, Fig. 1 ), lower rates of limb salvage (76% vs 94%,p < 0.05, Fig. 2 ), and lower rates of freedom from reoperation in the first postoperative year (50% vs 82%,p < 0.01, Fig. 3 ). These two groups did not differ in any of the risk factors or other perioperative characteristics examined (Tables I to IV) . Several other factors besides patient presentation also influenced patency. Bilateral distal anastomoses had a higher 1-year patency rate than unilateral bypasses (88% vs 36%, p = 0.005). Also, patients without previous vascular operations had better patency rates at 12 months than those" with previous bypasses (85% vs 52%, p = 0.02). Although these additional factors affected patency, they were evenly distributed between the patients with acute occlusion and those with chronic presentations (Tables III and IV) . Also, these additional factors that influenced patency rates did not influence perioperative complications or mortality rates, nor did they influence limb loss. No other factors significantly influenced patency rates or limb salvage, perioperative complications, or mortality rates.
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DISCUSSION
Our data define a subgroup of patients undergoing axillofemoral bypass grafting that has a significandy less favorable outcome than the rest of the group. This subgroup consists of the patients operated on for acute vascular occlusion. These patients have higher rates of operative mortality and perioperative morbidity and lower rates of graft patency and limb salvage than those patients operated on for chronic conditions. When these patients with more chronic conditions are examined separately, they are found to have acceptable rates of perioperative complications (26%), operative mortality (3%), 1-year graft patency (90%), and limb salvage (94%). Despite the fact that axillofemoral bypass grafting is generally used in a population thought to be less able to tolerate intraabdominal reconstruction and considered less likely to be long-term survivors, these results compare favorably with results reported for elective aortofemoral reconstruction. 9 However, these data do not support a practice of avoiding axillobifemoral bypass grafting in acute vascular occlusion. This operation is still the safest operative approach for many of these patients whose condition is tenuous. Rather, the results in patients with chronic conditions do support the use of this approach in patients in whom an intraabdominal operation is not feasible or safe.
In summary, our data for elective axillobifemoral bypass grafting reveal acceptable morbidity and mortality rates for this technique of elective vascular reconstruction and potentially support a broader application of this approach.
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